(2) Solitary cysts in young mamnam should be enucleated. Mastitis cysts, when excision is not deemed necessary, are usually easily curable by simple exhaustion with an exploring syringe. The exploring needle is often a valuable aid to diagnosis in breast lumps. It is practically painless, and might be made more use of.
(3) Simple adenomatous tunmours, those of peri-acinous growth, have no limiting membrane, and should be cut out, not enucleated.
Cyst-adenomata, the duct growths, should always be removed with the entire organ, even though in the form of a small intracystic papilloma; also all breasts with a chronic discharge fronm the nipple should be removed.
(4) Breast sarcoma is very mnalignant, and seems to be always ultimately fatal. Growths classed as endothelioma have given better results.
(5) Acinous cancers are of essentially malignant type from their onset; buit the fertility of the soil varies much. No reliance should be placed on the softness or hardness of the growth, but age, nutrition, temperament, &c., influence our prognosis.
(6) True duct cancer is distinctly favourable through the early stages; but the diagnosis must not rest on the histological appearances alone. There must be evidence that the actual onset of the growth took place in a duct or cyst.
(7) Paget's disease should be treated as an acinous carcinoma of the gland.
Ureteral Calculi.
By W. THELWALL THOMAS, F.R. C. S.
HAVING operated in twenty cases of ureteral calculus, many points of interest have arisen, which in the few minutes at nmy disposal will be briefly alluded to.
SYMPTOMS.
Common to all was a du]], aching pain in the lumbar region, often temporarily relieved by pressure in the loin. Renal colic, slight in some cases, severe in others, was met with in thirteen patients. Hm,maturia and pyuria occurred in four cases at some period of the illness; haematuria alone in six; pyuria alone in five, and three had neither haematuria nor pyuria. The cases that had renal colic did not necessarily have hoematuria, and in inany of the cases centrifugalization of the urine was employed to demonstrate blood or pus cells. Given, therefore, a patient complaining of intermittent or dull, aching pain in the loin, it is wise to suspect renal or ureteral calculus; examination of the urine follows, and the patient is submitted to radiography. It is important to examine both kidneys, ureters and bladder. In one case the symptoms directed us to the wrong side: this patient
was a hospital nurse, and it required much persuasion to allow the operation to be performed on what she considered to be the wrong side.
A well-marked shadow in the normal line of the ureter-given one such as Mr. Thurstan Holland produces-has been in most cases sufficient to warrant operation. In the lower 1 in. of the ureter, where it curves forward to the bladder, the diagnosis is not always so easy. The cystoscope may reveal the stone in the intramural portion of the ureter, or an abnormal, inflamed orifice. In only two cases did we find it necessary to pass a special ureteral bougie and X-ray it in situ.
It confirmed the diagnosis in one; in the other it passed on into the kidney, and a wrong deduction was made that the shadow was outside the ureter, for on recurrence of the symptoms, my colleague, Mr. Bickersteth, removed a stone from the ureter. Given, then, a patient with persistent or intermittent lumbar pain, confined to one side, or typical renal colic, with or without pus or blood in the urine, if after radiography a distinct shadow is demonstrated in the line of the ureter (repeated examinations ma,y be necessary if the shadow is small), we Where the error in calcium metabolism exists in these patients is too profound for me to attempt to explain. It is enough to state that the water supply of this district is exceptionally free from lime salts. This is a point of great importance, and it follows that a milk diet in persons suffering from renal calculus is likely to add largely to the lime salts secreted by the kidney, and assist in increasing the size of the stone.
Position of the stones in the ureter in the twenty cases alluded to:
Splitting of the internal oblique and transversalis muscles.
Eight just outside the bladder wall, one in the bladder wall, one in the prolapsed ureter within the bladder, three 2 in. above the bladder, one at the lower level of the sacro-iliac joint, one in front of the sacro-iliac joint, one opposite the fourth lumbar transverse process, one blocked the commencement of the ureter, two had multiple stones which moved about, and one had a large portion of the ureter filled with calcareous sediment. I Biochemical Journ., 1908, iii, p. 346; 1910, v, p. 161. TREATMENT. If the shadow, on radiography, indicates a small stone, free diuresis, with the administration of morphia if the pain is great, will wash it out. I have notes of eight such cases. The presence of a stone in the ureter can only do harm, and it must be removed.
I have not as yet attempted dilating the orifice of the ureter in the bladder through a cystoscope, although the method appeals theoretically to all.
FIG. 4.
Reflexion of peritoneum; fixation and incision of ureter.
OPERATION.
Before resorting to operation it is important to have a skiagram taken just before. In four cases the stones imoved about. In one of the earliest this was not realized, and on cutting down on the upper end of the ureter the calculus was not there, but the ureter was dilated.
The tube was opened, and on passing a probe down, the calculus was felt at the lower end, necessitating an incision through the vagina to Jy-22a extract it. In two cases the bladder was opened suprapubically; in one, where the stone was embedded in the intramural portion of the ureter, in the other a stone existed in a dilated prolapsed end of the ureter within the bladder. In two cases, in females, the calculi were in the lower end of the ureter; these were removed through the roof of the vagina. In one case a combined perineal and abdominal operation was necessary. When the calculus was in the upper end of the ureter the lumbar incision, as for kidney exploration, was resorted to. In all other portions of the tube I have used an exaggerated McBurney incision as for appendectomy, splitting the abdominal wall layers, the patient being in the Trendelenburg position. The peritoneum is reflected, not opened (figs. 1, 2, 3 and 4). I confess to a fear of fouling the peritoneum in any transperitoneal operation, and have avoided this method. It is easy to explore the whole length of the ureter with this procedure, and I have been able to remove a stone from the lower pole of the kidney also. The ureter is readily found-anchored by two "guy" sutures, and in many cases opened just over the iliac vessels, when on passing a modified "Desjardin's" forceps 1 (made for gallstones in the common duct) the stones can be readily extracted, even when some inches down from the opening thus made.
If the stone is very low down and seems to be fixed, an incision is made directly over it, and the calculus extracted. The incision in the ureter is generally sutured, if possible, with iodine catgut, but this is not essential. Leakage may occur after careful suturing, so that a split rubber drain is always left in, and brought out through the abdomninal incision. The layers of the wound are sutured, and in all the cases healing was rapid. In one case the ureter was filled with calcareous sediment; after this was scooped out, pus flowed from the kidney, so the incision was enlarged upwards, to find the kidney cystic and full of pus, necessitating removal.
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